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Introduction: An overview of paraphilic 
infantilism 
Paraphilia refers to the intense and persistent sexual interest and 
arousal towards objects, situations or individuals which are atypical, 
equal to and/or greater than normophilic sexual interests.1 Paraphilic 
disorders in the DSM-5 include exhibitionism, fetishism, peadophilia, 
sexual masochism, sexual sadism, transvestic fetishism and voyeurism 
possess a formal diagnostic criteria (APA, 2015). However, paraphilic 
infantilism is classified as a sexual disorder under, ‘other specified 
paraphilic disorder’.1
 It was during the 1960’s that reference to clients’ exclusive wearing 
of diapers as a means of attaining sexual arousal became documented. 
Tuchman & Lachman2 reported a child sex offender, who had been 
molesting his 4 and 6 year old daughters. He would wear rubber 
pants over his diaper and enjoyed urinating and masturbating in them. 
Malitz3 describes a 20 year old male who had broken into a house 
with the sole intention of wearing diapers and defecating in them 
and subsequently reaching orgasm. Dinello4 provided a diagnostic 
understanding of a 17 year old male who wore diapers, had eaten 
baby food, drank from a baby bottle and masturbated whilst wearing 
a diaper.
 During the 1980’s, Money5 termed the paraphilic condition 
of impersonating a baby, autonepiophilia, diaperism or paraphilic 
infantilism. Money6 distinguished between infantilism, autonepiophilia 
and paraphilic diaper-wearing, stating that the latter is a paraphilic 
fetish involving an erotic attraction to an article of clothing whilst the 
former is a non-fetishistic paraphilia aimed at regressive age identity 
role play. Paraphilic infantilism was described as an individual acting 
as an infant including associated behaviours of drinking from a baby 
bottle, being fed baby food, being breast fed, wearing baby cloths, 
wearing diapers and sleeping in a crib. This may have involved the 
assistance of a ‘nanny’, ‘daddy’ or ‘mommy’ to accommodate the 
infantilists requirements.6,7
 When role play involves regressing back to an infant state the 
individual is referred to as an adult baby (AB). The AB’s like to dress 
up as a baby, get baby fed, have diaper changes and so forth.7 ‘Sissy 
babies’ (SB) are adults who also play the infant role however, the 
role played is the opposite gender and may involve cross dressing 
SBs. Those who only engage in wearing diapers, as a sexual fetish, 
without the regressive fantasies are referred to as diaper lovers (DL).7 
Those who experience both the sexual aspect of wearing diapers and 
the enjoyment of engaging in infantile play are referred to as adult 
baby/diaper lovers (AB/DL).7
 Money6 also referred to paraphilic juvenilism or age play. Age 
Play predominately involves adults who role play at being babies, 
children or younger adults. Money6 examined the similarities between 
paraphilic juvenilism and paraphilic infantilism observing, that for 
some, the garments have a fetish appeal and that, both syndromes 
may also incorporate a masochistic element of spanking and verbal 
humiliation.6 Paraphilic infantilism can sometimes be confused with 
paedophilia and whilst clinical case examples may include this, the 
majority of paraphilic infantilists’ do not desire children as sexual 
partners.8 
Cognitive behavioural therapy appears to be the preferred 
therapeutic choice for paraphilic disorders.9 Interventions have 
centred on decreasing inappropriate arousal whilst enhancing 
appropriate sexual arousal. Complimentary approaches to treatment 
include for example, cognitive restructuring, psycho-education, and 
self- regulation models.10,11
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Abstract
Very limited research has looked at the use of cognitive behavioural therapy on 
paraphilic infantilism. Two case descriptions of paraphilic infantilism coexisting 
with substance use disorders and anxiety and/or a mood disorder are discussed. Both 
cases presented with a history of childhood physical and sexual abuse. One of the 
cases also reported engaging in transvestism during periods of stimulant abuse and 
paraphilic infantilism during substance misuse stabilisation or opiate intoxication. The 
application of cognitive behavioural techniques revealed that both cases’ paraphilic 
conduct was associated with their substance misuse and whilst they attended a drug 
maintenance programme, they did not wish to pursue any treatment intervention 
regarding their paraphilic behaviours. Both case descriptions of paraphilic behaviour 
are discussed in the context of substance misuse, mental health and the triggers 
associated with relapse.
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 However, understanding paraphilic infantilism in the context of 
substance misuse and the effective application of cognitive behavioural 
therapy remains limited. Indeed, the focus of cognitive behavioural 
therapy has centred on sexual offending including child sex offending, 
paraphilic rape, and exhibitionism.9 According to Pate & Gabbard,12 
‘Unusual behaviours may escape psychiatric classification if they do 
not create subjective distress, do not distress others, and do not involve 
functional impairment or legal problems’. Since no formal diagnosis 
is currently available for paraphilic infantilism, such activities may 
not be fully recognised by health care practitioners working with these 
clients.
Psychodynamic conceptualisation of paraphilic 
infantilism: Informing CBT
Whilst CBT is regarded as the preferred model of treatment for 
paraphilic infantilism, it nevertheless remains weak when it comes 
to the aetiology and intrapsychic origins of paraphilic presentations. 
Psychodynamic theory instead, is well suited to offering a more in 
depth perspective on the aetiological and developmental underpinnings 
of sexual variation, given psychoanalysis’s nuclear examination of 
unconscious intrapsychic processes in object-seeking; and the nature 
of the libido, as a central motivating force behind human behaviour. 
The historical split between the two models is beyond the scope of this 
paper; what is intended instead, is the provision of psychodynamic 
insights which can inform cognitive behavioural interventions both 
in terms of the conceptualisation of the disorder and subsequent 
clinical formulations in practice. Driven by pluralistic epistemologies, 
psychology is now in a position to accept that differing schools of 
thought may polemically co-exist, but the undivided schism between 
them may nevertheless lend itself some hope of reconciliation, through 
a constructive meta-dialogue, devoid of political interests other than 
clinical applicability and effectiveness.13
 In paraphillic infantilism a psychodynamic understanding would 
imply a thorough comprehension of how this activity interacts with 
the client’s underlying personality structure. For instance, clients with 
neurotic organisation may use paraphilic activity to maintain genital 
potency and other more towards the psychotic border may engage 
with such behaviours to fend off a sense of dissolution of the self. 
Sexual abuse and trauma are considered central to the comprehension 
of infantilism. For instance, if baby-like activities and objects like 
bottles, lactophilia and nappies, produce sexual arousal then they can 
constitute an aspect of fetishism. Freud S14 originally saw fetishism 
as stemming from castration anxiety and linked the fetish to ego-
splitting, in terms of denial of castration and the affirmation of it, 
occurring at the same time. Because of early traumatic experiences, 
the healthy mother-infant interactions may have been disturbed 
(Greenacre, 1970); as a result the individual may regress to an infant-
like state to master the conflict of the pain arising from an unavailable 
soothing transitional object. The regressive qualities of infantilism 
may suggest a turn to auto-eroticism, a return to the innocence of the 
self as a narcissistic object of libidinal cathexis, either as a response 
to traumatic abuse or an inability to channel libidinal energy to 
human-objects due to unavailability or counterggerssion. This theory 
may be particularly well-suited to explaining cases of early sexual 
abuse where the young child was not allowed a health entry to the 
oedipal stage but was instead savaged of its opportunity to express 
sexual arousal (symbolically) in a healthy and adaptable manner. A 
reversal occurred instead where the helpless child became the target 
of sexual desires in terrifying and wounding way stripped from power 
or control. 
Cases and methods
The following two clinical case descriptions (consented 
anonymised clients), 1 and 2, appear to be characteristic of adult 
babies as postulated by Money & Taormino.6,7 Case 1 and 2 are 
receiving 20, 60 minute weekly CBT sessions. Case 1 is a 36 year 
old heterosexual unemployed male who has engaged in paraphilic 
infantilism for approximately 20 years. Further, he has a long history 
of substance misuse including heroin and alcohol which began during 
the same period. Case 1 did not report that one had precipitated the 
other or that a relationship existed between engaging in paraphilic 
infantilism and substance misuse, other than he was ‘trying to avoid 
childhood abuse issues’ by reverting to a time prior to the abuse. It 
became evident that he used drugs to get through the abuse which 
involved his step father sexually and physically assaulting him up until 
age 16 years. Case 1 presented to a drug maintenance clinic 2 years 
ago and has recently engaged in CBT. Prior to attending the clinic 
he has undergone 4 drug detoxifications and 2 drug rehabilitations. 
Case 1 has been diagnosed with a depressive anxiety disorder and was 
being prescribed methadone, an SSRI and diazepam at the time of the 
interview. He had not been formally diagnosed with PTSD.
Case 1 reported
“I was four years old when my step father started abusing me. He 
was an alcoholic and mom used to work a lot, she was never around. 
This continued into my teens until he died of cirrhosis of the liver. I 
was aware of the scene (adult baby) and purchased a few things. Mom 
was out and it gave me enough time to play with these things and 
when he (step father) was alive during the times he wasn’t abusing me 
he was asleep. My nappies weren’t often changed when I was young 
but when they were on it meant I was safe from abuse. So I guess I 
was in nappies longer than most and I didn’t feel the need to change. 
The feeling I get from wearing nappies now feels like my first shot 
of heroin. It’s an amazing safe feeling. And since I didn’t get much 
love from either parent it‘s like I’m being looked after by a mommy 
(case 1 attends a nursery where a mommy caters to his needs). I feel 
like I’m getting the childhood I wanted. I’ve had years of therapy and 
I know why I’m doing it but I see how it helps. It’s my abuse issues 
which make me relapse on drugs, being a baby helps me through it 
and I’m not harming anyone. The drugs have done more harm. I don’t 
masturbate when I’ve got my nappy on, it would link it with the abuse 
when I was masturbated and I don’t want that association. But I do 
defecate and urinate in them and I like being bottle fed and tucked into 
bed by a mommy. This is a way of life for me and it’s something I’m 
not going to change”.
Case 2 is a 43 year old heterosexual male who has engaged in 
paraphilic infantilism for 15 years and transvestism for approximately 
10 years. Further, he has a long history of substance misuse including 
heroin, crack and alcohol which began prior to the development of 
both paraphilia’s. He presented to a drug maintenance clinic 3 years 
ago and has recently embarked on CBT. Prior to him attending clinic 
Case 2 had undergone 3 drug detoxifications and 1 drug rehabilitation. 
Case 2 had a current diagnosis of bipolar disorder and was being 
prescribed methadone and a mood stabiliser at the time of the 
interview. He has not been formally diagnosed with PTSD. Certain 
triggers related to childhood abuse issues prompted the misuse of 
drugs and the incorrect use of his mood stabiliser. Both crack and 
heroin appeared to be used as self-medication for his bipolar disorder. 
During these episodes, he becomes a transvestite whilst intoxicated 
with crack cocaine and becomes an adult baby following the use 
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of heroin to ‘bring him down’. Whilst the stabilisation of drugs has 
reduced the incidence of paraphilic activity, the exact frequency could 
not be established. Case 2 did not wish to elaborate upon this.
Case 2 reported
“I have two perversions apparently. Being an adult baby is my 
favourite but I am aware that they are there for my problems. I think 
my drugs problems came first which started with alcohol, then heroin 
and then crack and sometimes I do all of them together, even when I’m 
on methadone and diazepam. My dad was a single dad, I don’t really 
remember my mom but apparently she died when I was very young. 
My dad kept all her things and used to lock himself in this shrine like 
room for hours. He was a drunk and physically abusive. It’s actually 
his smack head girlfriend who abused me. She was very heavy handed 
apparently social services were involved as I was left dirty and hungry 
for hours. When she was angry she used to pull back my foreskin very 
hard and quickly. I’m confused but I don’t think it was sexual I think 
it was physical. It was her drugs I used, in fact she was the first person 
to inject me- but before then I was drinking a lot since I was 12. I ran 
away and for a while I lived with my girlfriend and I guess things just 
progressed, Id missed out on having a mom, well a nice one and I 
started dressing up. But I think I was into things a lot younger and this 
is where the guilt is I guess I regress to an age when my dad’s girlfriend 
wasn’t around even though my dad was abusive when he was drunk. 
I got diagnosed with bipolar in my early 20’s. My girlfriend was my 
mommy when I became a baby normally when I was off stimulants 
or I was using heroin. I would say this happened a few times a week 
maybe. I feel comfortable wearing a nappy and being babied and I 
like to get my nappy changed and cleaned and then bottle fed before 
I get put to bed. But I never get turned on when I wear a nappy it’s 
dressing up and being a girl which does that. I had my own wardrobe 
and although I did this after being a baby, I did dress up in my mom’s 
clothes and masturbate. The stimulants would keep me up for hours 
and being a girl made me feel powerful, I would dress up, wear a wig 
with make-up and masturbate in front of the mirror”.
Whilst engaging in paraphilic infantilism, both case 1 and 2 became 
deeply immersed in a baby-like mind set. When wearing diapers, both 
cases urinate and defecate in them and report feelings of comfort and 
security when their diapers are changed and their body and genitals 
are cleaned. Whilst some adult babies engage in masturbation and 
ejaculation or orgasm whilst wearing diapers, case 1 and 2 did not 
engage in the sexual fantasy as it was not deemed ‘baby like’. Further, 
masturbation and ejaculation had appeared to become associated with 
prior childhood sexual abuse.
 According to Lehne & Money15 multiplex fantasies and behaviours 
may dominate different aspects of the paraphilic history and are 
interconnected around a primary fixation.16 Paraphilic variations in 
case 2 are evident through the varying symptomatic presentations in 
his clinical history which have, along with substance misuse, become 
a means of self- medicating against extant mental health and issues 
relating to prior childhood abuse.
 Case 1 and 2 had a long history of substance misuse along 
with an anxiety and/or a mood disorder. In Mehdizadeh Zareanari 
& Ghafarinezhad,17 detailed a case study where a man engaged in 
paraphilic transvestism whilst intoxicated with methamphetamine. 
It is not uncommon for substance misusers to experience difficulties 
with sexual performance owing to the effects of for example, opiates, 
methamphetamine and certain SSRI’s.16–20 Further, Arndt21 stated that 
paraphilic infantilism often co-occurs with fetishism, masochism and/
or transvestism. Case 2 had expressed his sexuality via paraphilic 
transvestism whilst reverting to paraphilic infantilism following 
stimulant drug abuse.
Unresolved childhood abuse has a profound impact upon the 
developing child.22,23 According to Lawson, Back, Hartwell, Moran-
Santa Maria et al.24 exposure to traumatic events is common among 
individuals with substance use disorders. Case 1 and 2 had experienced 
childhood abuse which has resulted in self-medicating against prior 
abuse issues with poly-substance use Khantzain.25 Reverting to an age 
prior to the sexual abuse had provided what the cases referred to as ‘a 
safe place’. However, this may be reflective of the cases avoidance in 
addressing prior childhood abuse issues, or addressing their substance 
misuse problems, which may trigger drug use and reinforce paraphilic 
behaviours. Indeed, this becomes compounded with co-occurring 
mental health problems.
Discussion of case reports 
Both cases presented to a drug maintenance programme with 
poly substance addiction and dual diagnosis. However, they did not 
seek any treatment for their paraphilic behaviours which have since 
been discussed in CBT as a ‘life style’ choice rather than a presenting 
concern. The cognitive developmental model of substance abuse26,27 
and the ABCD model of emotional disturbance28 have been employed 
to support case 1 and 2 with substance misuse treatment needs. 
Further, relapse prevention training, communication skills training 
and cognitive behavioural mood management training have been 
included in the cases therapeutic treatment programme.29–31 Both cases 
kept a drug diary which revealed that reference to substance misuse in 
the context of paraphilic infantilism and transvestism during CBT had 
sometimes acted as a trigger to engage in these behaviours. Indeed, 
relapse is quite often associated with the cues, triggers and dopamine 
production associated with drug use.32–35 
Whether the same cognitive and biological processes are involved 
in the paraphilic triggers, has yet to be established, particularly if an 
association is apparent between drugs use and paraphilic conduct. 
Further, as illustrated in case 2, when this individual did not take his 
mood stabiliser correctly this further precipitated illicit drug use and 
engagement in paraphilic behaviours. Whilst a cognitive behavioural 
approach had indicated a relationship between drugs use, prior 
childhood abuse and paraphilic behaviours, both case 1 and 2 were 
reluctant to acknowledge this association.
Importantly, if paraphilic activities provide security, warmth, 
assurance and enjoyment then arguably it is up the individual or couple 
to decide what they wish to embark upon. However, if the activity is 
used to avoid prior childhood sexual abuse issues, or the behaviours 
are precipitating substance misuse and vice versa, then this warrants 
further consideration. Perhaps this should not be directly aimed at their 
paraphilic behaviours. To expand, what appears to be a common theme 
in the literature and in both case report’s here is that ‘adult babies’ 
do not deem that their behaviour constitutes a psychiatric problem. 
For example, as stated by Pate & Gabbard,12 ‘As with all paraphilic 
disorders, the treatment is challenging because there is rarely sufficient 
motivation for patients to change’.12 As stated, case 1 and 2 argued 
that becoming a baby assisted with their drug using behaviours and 
did not wish to acknowledge any association between their drugs use 
and engagement in paraphilic conduct. Despite encouragement, both 
cases do not wish to, at this stage of their treatment, stop engaging 
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in paraphilic behaviours. Whether the reduction and/or substance use 
cessation could curtail either case 1 and 2’s involvement in paraphilic 
behaviours remains difficult to predict. Therefore, integrating for 
example covert sensitization and/or systemic desensitization into 
the therapeutic equation may prove redundant, particularly since the 
cases argued that engaging in paraphilic infantilism reduces stress. 
Since both cases have histories of childhood abuse perhaps addressing 
their own childhood victimisation as postulated by Laws, Hudson & 
Ward36,10 may assist their substance misuse and paraphilic conduct. 
However, since the clients are not harming others and this is a lifestyle 
choice, from an ethical perspective unless the cases wish to change 
their behaviour, imposing certain CBT techniques such as orgasmic 
reconditioning would be inappropriate.
 What could be proven beneficial instead is a broader focus on 
infantilism as ‘eroticed regression’, in terms of working through 
intrapersonal and interpersonal conflict, arising from sexual abuse or 
other deficits suffered in the attachment. 
Researching psychotherapy expectations, Speaker (1986) 
“psychotherapy can be helpful in minimizing the possible harmful 
‘side-effects’ of engaging in infantilism” (Speaker, 1986, Chapter 
6). He found the goal of psychotherapy should be to open options 
for patients from which to choose, remove blocks from conventional 
scripts, increase control over sexual behaviours currently out of control 
and heal emotional side-effects such as guilt, anxiety, and depression. 
Additional goals were to help patients improve communication skills 
within romantic relationships so that participation with a partner was 
not from a place of coercion but rather understanding and negotiation 
(Speaker, 1986). One way of achieving, better control of sexual. 
The included CBT techniques have benefited the cases drug using 
behaviour and prior childhood abuse where these triggers have 
managed the cases substance use. Case 1 and 2’s problem-solving 
skills centred on the premise that drugs and/or engaging in paraphilic 
behaviour regulate and control feelings and thoughts including 
childhood abuse. This triggered the misuse of prescription medication 
and/or illicit drugs and in the engagement of paraphilic behaviour. 
However, the cases did not wish to acknowledge any association at 
this stage of their treatment. Cognitive distortions in Case1 and 2 
have facilitated and justified their paraphilic behaviours and substance 
misuse. Examples included, ‘being an AB makes me feel safe’, ‘it 
stops me from using drugs’, ‘it helps me control my drug use’, being a 
baby makes me feel safe’ and ‘it helps me relax’. From a behavioural 
perspective, both cases paraphilic behaviours had become conditioned 
during childhood and reinforced throughout their clinical history. 
Similarly to Nolen Hoeksema,37 the masturbatory fantasy of engaging 
in paraphilic transvestism in case 2 had reinforced the paraphilic 
arousal. Though this requires further exploration.38–42
Conclusion 
Very limited research has centred on the application of cognitive 
behavioural therapy for paraphilic infantilism. The presenting cases 
discussed here have highlighted the possible relationship between 
substance misuse, paraphilic behaviours and prior childhood 
abuse. Whether the cases substance misuse was a precipitating or 
perpetuating factor in the development and maintenance of their 
paraphilic behaviours remains inconclusive. However, both cases 
self-medicated their psychological distress with illicit drug use and 
alcohol to avoid issues of and relating to childhood abuse. It became 
evident that certain triggers and cognitive distortions were responsible 
for both substance misuse and paraphilic behaviours resulting in drug 
relapse and the engagement of self-medicating behaviours. These 
triggers and cognitive distortions not only included discussing the 
paraphilia’s but also drug using behaviours and issues of childhood 
abuse. However, case 1 and 2 do not wish to change their paraphilic 
behaviours. Certainly the cases cognitive dissonance exhibited had 
compartmentalized the CBT for substance misuse from their paraphilic 
compulsions. Understanding the relationship between paraphilia, 
substance misuse and childhood abuse via a cognitive behavioural 
perspective would inform and assist the development of suitable 
evidenced based drug interventions and/or trauma programmes.
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